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Learning Goals for PPH

Recognize risk factors and etiologies of PPH
Outline active 3rd stage management
Recognize PE s/s postpartum hemorrhage

Perform initial maneuvers in response
suspected PPH

Appropriately choose and use pharmacologic
agents for PPH

Recognize when pharmacologic agents are not
adequate treatment and what to do next,
Including appropriate communication re:
consultation



PPH Definitions

Vaginal delivery > 500 cc
— Unclear what EBL actually is after normal VD
— PPH = bleeding >normal in “eyes of the beholder”

C/S > 1000 cc

Amount requiring transfusion

10% reduction in Hct

Symptomatic blood loss
Primary—within 15t 24 hrs
Secondary—after 24 hrs (delayed PPH)
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=stimation of Blood Loss

= Comparison to known guantities
— 12 oz Diet Coke = 350 cc
— 20 oz Venti Starbucks = 500 cc
— 15 gallon of milk = 1900 cc

= Adding measurement tools on L+D
— Standardize weighing of pads
— Using graduated collection containers

— Posting visual aids as reminders
= 0% soaked lap pads>translate to specific ccs



Clinical Classification of Blood Loss

= Class —EBL up to 1 L no VS changes

= Class II—EBL 1-1.5 L (mild shock)
— Slightly low BP and HR elevation

= Class III—EBL 1.5-2L (mod shock)
— SBP 70-80, tachy, pallor, restlessness

= Class IV—EBL >2 L (severe shock)
— SBP 50-60, more tachy, dyspnea,collapse

= Use of VS as “triggers” for rapid response




Risk Factors for PPH
Anything that makes the uterus bigger or tired

— Multiple gestation, polyhydramnios, LGA fetus, >4
prior births, fibroids, prolonged 2" stage, MgS0O4,
chorioamnionitis, augmentation, precipitous labor

Previous or evolving hematologic abnormalities
— Hct<28, plts < 100, bleeding d/o, +AB screen

Placental problems
— Low lying, previa, abruption, retained, acreta,etc
Prior or current c/s (esp c/GA), episiotomy

Use of RF to stratify pts prior to delivery
— Need to be prepared for PPH in any delivery (18>3%)



Active Management of 3™ Stage

= Cochrane Meta Analysis

— 62% fewer PPH in Active vs. Expectant 3™ stage
management groups

= Components of Active Management

— Oxytocin 10 units IV/IM with delivery of infant or
placenta (reduces PPH by 40%)

— Controlled cord traction
— Cord clamping c/in 2 mins
— Fundal massage after delivery of placenta

= Need for hospital-wide guidelines



Brisk bleeding
Blood pressure faling
Pulse rising

Active management of the thind stage of labor

. in [Pitocin) admin { with o
following delvery
Coantrolled cord traction

Literine massage after delvery of placenta

Blood loss > 500 mL

Pertparium hemorrhage

Birnarual utering makage
Ootodin 20 1 per L
of normal saline

infuse up to 500 mL
et 10 minutes

Exnplore kwer genital tract Inspict placenta
Consicir explonng ulrus

Obrerve clatting

Cormsider CBC,
type and cross,
coagulation sCheen

Salt, “beggy” ulerus Genital ract tear Flagenta retaned Bload nat chotting
TONE Inwersion of wienus TISSUE THROBEIN
l TRALIMA, 1 l

Carboprost (Hemabate) Suture: Lacerations Kanual nermoval Rirplace facton

0.25 mg IM Drain hermatomas > 3 cm Curettags Fressh frozen plasma
Kisaprastal (Cytate) Replace inverted wiens Methotrexate Recombinant facter Vil

1,000 mog recially Platelet transhusian
Misthrylerganone

[Metherging) 0.2 g Ik

> Blood loss = 1,000 to 1,500 mL
Iasshee hemarrhage

'

Trarssiuse RBCS, phatedets, and chating Tactons
Suppon blood pressune with vasopresson

BCU for anesthessa, hematology, surgery

Usering packing / tamponade procedure

Vessel embalization, ligatian, and compresson sulures
Hysterectomy




Uterotonic Agents

= Pitocin 20-80 units in 1L chrystalloid
— Hypotension c/IV bolus of med alone

= Ergot--Methergine 0.2 mg IM
— Contraindicated c/Htn; SEs: N/V

= Prostaglandins

— Carboprost (Hemabate) 250 mcg/1 amp IM-max 2 mg
= Contraindicated in asthma; max dose 2 mg
— Misoprostol (Cytotec) 800-1000 mcg PR/other routes

— SEs: elevated temp, N/V, diarrhea, flushing,
tachycardia, shaking, BP changes



"Move Up/Move On”

= |f no response to one med, move on
— Be sure bladder emptied
= |V pitocin>methergine>prostaglandin

— No clear benefit to 2 prostaglandins as mechanism of
action same

— Concurrently increase |V access and order T+S, O2

= |f atony not responding to any med, move on to
non-pharmacologic rx
— T+C RBC and request FFP/plts/cryo, DIC screen
— Intrauterine balloon (Bakri)
— Special sutures at time of c/section (B Lynch)
— D+C>hysterectomy (Uterine artery embolization?)



When to Consult

= \WWhen atony Is not quickly responding to 1-2
agents

= \WWhen picture Is mixed or etiology uncertain

= \When technical assistance Is needed for
further assessment or treatment

= Prior to patient becoming unstable
— Value of “head’s up” If moving In that direction



Summarize for Consultant

= Any risk factors for PPH

= How long since placental delivery
— Placenta intact?
— Lacerations?

= \WWhat you have tried so far
= Pt’'s VS/any sxs

= Anesthesia/lV status

= \WWhat has been ordered
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p Identify patients with special consideration: Follow appropriate workups, planning, preparing of
re- Placenta previa/accreta, Bleeding disorder, or resources, counseling and notification .
Admission | |those who decline blood products - Verify Type &reSccor:de.n on prenatal
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i Low Risk: Hold clot if positive antibody screen on prenatal
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.. Low Risk, Medium Risk and High Risk High Risk: Type & Crossmatch 2 Units PRBCs; Review Hemorrhage from Rhogam), Type & Crossmatch 2
admission | Protocol _ Units PBRCs
: : > Ongoing Cumulative Blood Los§
Stage 0 All women receive active management of 3" stage Evaluation: >500 ml Vag; >1000 ml CS NO | Standard Postpartum
- Oxytocin IV infusion or 10 Units 1M Quantification of - >15% Vital Sign change -or- Management
Al Births Vigorous fundal massage for 15 seconds minimum blood loss and HR 2110, BP <8545 Fundal Massage
vital signs O, Sat <95%, Clinical Sx
- = INCREASED BLEEDING
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Slage 2 Lower segment/Implantation site/Atony: Intrauterine Balloon £ SOHIDS 1Y
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Sequentially Consider IR (if available & adequate experience) o signs e
Advance through || Cesarean Birth: 5 Do not wait for lab values Postpartum
Medications & Continued Atony: B-Lynch Suture/Intrauterine Balloon . = 4 Consider thawing 2 Units FFP Surveillance
Procedures Continued Hemorrhage: Uterine Artery Ligation o /-'/ bl J
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B-Lynch Suture/Intrauterine Balloon YES — : NO Surveillance
Uterine Artery Ligation “Fertility Strongly Definitive Surgery
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Consider IR (if available & adequate experience) | HEMORRHAGE CONTINUES : i CONTROLLED



Initiatives at UMass for Improved

rResponse to PPH

Improved nursing education re: active
management of the 3" stage

Do not need written order for any PPI
In PYXIS (can overide all)

PPH cart for post partum areas
Massive hemorrhage protocol

med



Importance of Drills/Simulation

“Medicine Is the last high-risk industry
that expects people to perform
perfectly in complex, rare emergencies
but does not support them with high-
guality training and practice throughout
their careers”

-Paul Preston, MD
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